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Abstract 
Background: Cutaneous metastases from colorectal cancer are uncommon, accounting for 
6.5% of all secondary skin lesions. They occur in advanced disease. The most common site is 
the abdomen. The penis is a rare site.  
Case Report: We report the case of a 79-year-old patient who presented, two years after 
rectocolectomy for a rectal adenocarcinoma, obstructive renal failure secondary to a 
presacral recurrence, as well as symptomatic phimosis associated with papulonodules 
invading the penis, scrotum and pubis. After hemodialysis, percutaneous pyelostomy, and 
double-J catheter placement, the patient underwent circumcision and a pubic skin biopsy. 
On histology and immunohistochemistry, a cutaneous metastasis originating from the rectal 
adenocarcinoma was diagnosed.  
Conclusions: Penile invasion by colorectal cancer revealed by phimosis is a rare occurrence 
but needs to be recognized and promptly diagnosed by biopsy in order to propose 
appropriate adjuvant therapy. These rare lesions can occur without any liver or lung 
involvement. 
 
Introduction 
Colorectal cancer most often disseminates to the liver and lungs via the lymphatic or 
hematogenous routes and rarely to the skin [1, 3]. Colorectal cancer metastasizes to the 
skin in 6.5% of cases only, usually heralding generalized spread of disease [3]. 
Metastasis has been reported to abdominal surgical scars after colorectal tumor 
resection by laparotomy [11] or laparoscopy [10], to the head and neck, extremities,  
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and penis [4, 5]. Penile metastases affect the totality of the organ [6, 8]. The foreskin is 
invaded by the same mechanism as other skin. 
Case Report 
A 79-year-old man was referred to our department for obstructive acute renal failure secondary to 
bilateral ureterohydronephrosis. The patient had a history of lower rectal adenocarcinoma, diagnosed 
three years earlier and treated by surgery. Recurrence occurred two years after surgery. Two 
presacral masses compressed both ureters with ureterohydronephrosis. Chemoradiation treatment 
resulted in a favorable clinical course, with regression of the dilatation of the left pyelocalyceal 
cavities. 
During the 3 months prior to referral, the patient had suffered from extensive papulonodules (fig. 
1) of the pubis, penis and scrotum, with severe penile edema and painful sclero-atrophic phimosis. 
Laboratory findings on admission signalled acute renal failure [creatine, 81 mg/l (normal = 8.4–12.5 
mg/l); potassium, 8 mEq/l (normal = 3.5–4.5 mEq/l)]. Emergency hemodialysis was performed. A 
computerized tomography (CT) scan of the abdomen and pelvis revealed recurrence of bilateral 
dilatation of the pyelocalyceal cavities from the presacral masses. 
Bilateral percutaneous pyelostomy improved renal function. Antegrade double-J catheters were 
placed. However, the patient experienced mounting voiding disorders affecting the skin lesions. 
Incomplete bladder drainage meant that the pyelostomy drainage tubes could not be removed. The 
high post-voiding residue increased bladder pressure, causing a vesicoureteral reflux on the double-J 
catheters and leakage around the pyelostomy tubes. Circumcision was performed to reduce pain and 
urinary disorders, and a biopsy of a pubic skin lesion was carried out (fig. 2). Histologically, it was a 
cutaneous metastasis of the rectal adenocarcinoma. It was positive for cytokeratin 20 on 
immunohistochemistry, which is a specific marker of colorectal tissue (fig. 3). The patient refused 
second-line chemotherapy. We opted for palliative care. The patient died 6 months after diagnosis of 
the cutaneous metastases. 
Discussion 
The overall incidence of cutaneous metastases, according to a meta-analysis, is 5.3% 
[2, 13]. Cutaneous metastases from colorectal cancer are rare in the absence of hepatic 
lesions and usually occur when disease spread has generalized [9, 12]. Our patient 
presented locoregional recurrence limited to the pelvis, without any signs of liver or 
lung metastases at the last radiographic assessment. On average, cutaneous metastases 
occur 4.9 years after colorectal cancer diagnosis but a 15-year interval was noted in 
one case [3]. In our patient, they occurred after 36 months. Cutaneous metastases 
signal a poor prognosis. Mean survival after diagnosis is 3.3 months (range, 2–4.5) [3]. 
Several mechanisms may explain their occurrence: direct tumor extension, 
dissemination by the lymphatic and/or hematogenous routes, invasion of the ligaments 
of embryologic origin, or implantation of exfoliated tumor cells at surgical resection 
[14]. The presence of tumor emboli in the vessels, observed on histology (fig. 3), 
supports a lymphatic and/or hematogenous origin in our patient. 
Invasion of the penis by colorectal cancer is rare and occurs on massive perineal 
extension of the tumor [15]. Invasion of the penis, scrotum and pubis from the foreskin 
as a result of atypical phimosis, as observed in our patient, seems to be extremely rare. 
Diagnosis necessitates a skin biopsy in order to identify the nature of the metastasis 
and to select appropriate management [7] (radiotherapy, chemotherapy, hyperthermia, 
or penectomy). Survival ranges from 3 to18 months [3, 15]. Penectomy is a radical  
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procedure, with a controversial survival benefit, to be reserved for penile metastases 
only [15]. In view of the extensive lesions in our patient, not amenable to surgery, and 
his refusal of second-line chemotherapy, we opted for palliative care. 
In conclusion, the penis can be invaded by colorectal cancer from atypical phimosis. 
This lesion must be recognized early and diagnosed by biopsy in order to be able to 
propose appropriate adjuvant therapy. These rare lesions can occur in the absence of 
liver and lung metastases. 
Acknowledgements 
The authors thank Cendrine Halliez for help in correcting the draft report. The patient provided his 
consent to the writing of this report. 
 
 
 
 
 
 
Fig. 1. Presence of papulonodules invading the pubis, penis and scrotum after circumcision and after 
insertion of bladder catheter. 
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Fig. 2. Resected specimens of pubic skin (top) and foreskin (bottom) after fixing in formaldehyde. 
 
 
 
Fig. 3. Micrographs. a Foreskin invasion by rectal adenocarcinoma (×40), b pubic skin biopsy showing 
rectal cancer (×20), c venous emboli (×400), d positive reaction to cytokeratin 20 (×400). 
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